Every year a million women infected with HIV deliver babies without professional help. Marc Bulterys and colleagues suggest here that traditional birth attendants could be involved in preventing perinatal transmission of HIV by offering services such as HIV testing and counselling and short courses of antiretroviral drugs. A research doctor in the Gambia comments on this suggestion
In many poor parts of the world, the HIV and AIDS epidemic has eroded hard won gains in the survival of infants and children. 1 In eastern and southern Africa, infant mortality is one third to two thirds higher than it would have been in the absence of HIV and AIDS, and child mortality continues to rise, leading to a dramatic reduction in life expectancy. 1 2 In rich nations, rates of perinatal transmission of HIV less than 2% are now reported because of the use of combinations of antiretroviral drugs, elective caesarean section, and avoidance of breastfeeding. [3] [4] [5] Transmission rates of 5% or lower may be achievable in middle income countries and some urban areas of the developing world with the use of short courses of combinations of antiretroviral drugs, appropriate infant feeding choices, and possibly elective caesarean delivery. 1 6 However, being able to extend the benefits of these recent advances to most women infected with HIV is a tremendous challenge, particularly in rural communities, in which more than two thirds of the population of sub-Saharan Africa lives.
The simplicity and low cost of nevirapine's single dose regimen 7 8 suggest that this highly efficacious drug might be very useful in rural settings. Obstacles to its use-including weak, underlying healthcare infrastructures 9 and low rates of offering and uptake of voluntary counselling and testing-will be magnified in rural areas. 1 10 As global efforts to prevent perinatal transmission of HIV increase, serious consideration should be given to the key role that traditional birth attendants could play in implementing anti-HIV interventions in rural settings.
Involving traditional birth attendants in preventing HIV transmission
In sub-Saharan Africa about 63% of pregnant women have at least one antenatal visit and 42% are attended by a professional healthcare worker at delivery. 11 High quality maternity care is often unavailable. 12 Home birth remains a strong preference and often is the only option. 13 Of 22 countries surveyed in Africa, only in Botswana had a professional healthcare provider attended more than 75% of deliveries. 11 Between 60% and 90% of deliveries in rural areas are assisted by traditional birth attendants. [13] [14] [15] Worldwide, more than one million women infected with HIV are estimated to deliver their babies without the help of professional healthcare workers.
Over the past decade, traditional birth attendants in many regions have been trained in midwifery and basic hygiene as part of a safe motherhood initiative aimed at reducing maternal mortality. 13 Traditional birth attendants speak the local languages, allow traditional birthing practices, and often have the trust and respect of the community. [13] [14] [15] Although providing highly skilled medical attendants for all deliveries in poor communities remains a long term goal, an intermediate solution is to identify, support, and train birth attendants who are already practising in local communities. For example, traditional birth attendants in rural Cameroon are selected by a village committee, and, after specialised training for up to six weeks, they are given a certificate, instruction book, and delivery kit. Retention of birth attendants is high because they share cultural and health beliefs with the women and have strong ties with the community. In our experience, the competence and skills of traditional birth attendants may vary widely across settings. As with professional midwives in geographically isolated clinics, traditional birth attendants require continuing education and supervision, and they need to be able to refer patients and help transport them to hospitals for second line care during delivery. 13 16 The ability to prescribe short courses of antiretroviral therapy presupposes that the infrastructure for antenatal care is able to provide quality care, including HIV counselling and testing. 10 While most
Summary points
Worldwide, more than one million women infected with HIV are estimated to deliver babies without professional help each year
To extend the benefits of recent advances in perinatal HIV research to women in rural communities is a tremendous challenge pregnant women in poor settings attend antenatal clinics at least once before delivery, few of these women are offered and receive HIV counselling and testing. Practical obstacles such as travelling distances and fear of violence or discrimination may also affect a woman's decision to get tested. 17 Rapid HIV testing servicesstrategies that provide an HIV test, its result, and counselling specific to the result during a single antenatal visit-seem to be effective and acceptable to pregnant women, and they can be expanded to include counselling of couples. 18 19 Programmes to prevent perinatal transmission of HIV aimed at women in rural areas will need thorough preparation involving the community, dissemination of information on effective strategies for preventing perinatal transmission of HIV, training of community health workers, and strengthening of links between home care and available antenatal and maternity clinics.
Making facilities for HIV testing and counselling more widely available in poor settings undoubtedly remains one of the most important challenges in combating the HIV and AIDS epidemic in poor parts of the world. Traditional (or "trained") birth attendants could play a critical role by reaching pregnant women not currently receiving formal antenatal care and by assisting with delivery of primary services designed to prevent HIV transmission. If rapid HIV testing could be made more widely available to pregnant women (for example, in primary healthcare centres and mobile clinics), trained birth attendants could oversee the provision of nevirapine to women infected with HIV who give birth at home and to their newborn infants. Traditional birth attendants could also counsel women and their partners on how to reduce the risk of HIV being transmitted to the child, focusing particularly on the postpartum period.
To increase efforts to implement measures to reduce paediatric AIDS in areas with a high prevalence of AIDS and in poor settings, research is urgently needed to assess how best to provide nevirapine in a single dose to women delivering at home and their neonates. In areas where the prevalence of HIV is high (for example, >20%) and HIV counselling and testing are not yet widely available, nevirapine might be offered, in the short term, to all mothers and newborns. 1 7 8 20 However, any potential long term risks from exposing large numbers of uninfected infants to nevirapine at birth have not yet been studied. With this approach, women and infants would be treated presumptively, and women and their partners could still be offered HIV testing after the baby is born. Such an approach has the potential to greatly simplify effective prevention of HIV transmission, while still maintaining the recognised benefits of HIV counselling and testing for the individual woman and her community. Counselling and testing are critical to allow women and their families to make informed decisions about breast feeding, reproductive health choices, and other interventions to prevent HIV transmission. 
Urgent need for innovative models
Traditional birth attendants already offer preventive health services to pregnant women and their newborns in rural settings. In some areas where birth attendants have become part of the healthcare system, they are increasingly involved in providing cost effective, malaria prevention services to pregnant women in sub-Saharan Africa. 21 Village workers in India have been trained to assess signs of neonatal sepsis, deliver prophylactic co-trimoxazole, and provide supportive neonatal care. 22 In rural settings traditional birth attendants could take on several tasks critical to perinatal HIV prevention (box). In some settings it may be possible to train traditional birth attendants to provide confidential HIV counselling and testing themselves, perhaps using rapid oral fluid or whole blood testing.
Innovative models for prevention of perinatal transmission of HIV involving traditional birth attendants are needed to develop decentralised and home based intervention strategies appropriate to rural settings. Although these approaches would be developed to address local needs, taking into account different levels of community support, they could also be used in other rural settings where formal antenatal and maternity care services are severely limited. Pilot programmes could identify potential barriers, such as concerns about privacy and confidentiality, and could test solutions to address these concerns in the local context.
The present challenge is to translate the findings of research looking at perinatal transmission of HIV into deliverable public health programmes and to link these efforts to primary prevention of HIV infection in adults and the care of infected individuals. Local resist- ance and barriers to effective collaboration between traditional birth attendants and medically trained healthcare workers will have to be reduced if efforts to prevent perinatal transmission of HIV are to reach most of the rural population. 23 Recruiting professional midwives and doctors to work in remote areas remains difficult, and, even if they are recruited, first line obstetric care will most likely still be delegated to traditional birth attendants. 24 
Conclusions
International research has shown that short courses of antiretroviral drugs, such as single doses of nevirapine, can substantially reduce the rates of transmission of HIV from mother to child. However, current pilot projects to prevent perinatal transmission of HIV in poor countries have focused primarily on women living in urban areas or in areas with relatively developed healthcare infrastructures.
It is important to determine whether innovative models that rely on traditional caregivers relevant to rural communities can also be developed and implemented. If traditional birth attendants are given appropriate training and supervision (and assuming that rapid HIV testing services could be made more widely available), they could serve as effective and readily available human resources to help mobilise local communities, deliver services to prevent transmission of HIV, and help with giving prophylactic antiretroviral drugs at delivery.
Generalisable models applicable to other poor settings could be developed from demonstration projects that involve traditional birth attendants as part of an innovative and successful model of rural healthcare delivery that emphasises prevention of perinatal transmission of HIV.
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Commentary: Involving traditional birth attendants in prevention of HIV transmission needs careful consideration
Gijs Walraven
Bulterys and colleagues advocate engaging traditional birth attendants in the efforts to prevent transmission of HIV from mother to child in poor, rural settings. Home births assisted by such attendants will remain the only option for many women in these settings for the foreseeable future. 1 Involving traditional birth attendants in reproductive health care has several advantages, including ease of access to care and delivery of care by people from the local community who share the mother's social, cultural, and health beliefs. However, from my experiences in Tanzania and the Gambia, I have some concerns about the involvement of traditional birth attendants in prevention of HIV transmission. In a survey of women in rural Gambia, we found that symptoms of reproductive diseases were reported twice as often to gynaecologists as to field workers. 2 In a follow up survey, some women reported that it was more difficult for them to discuss sensitive issues with a woman from their own community (the field worker) than an outsider (the gynaecologist). Some women were afraid that the field worker might discuss their symptoms with others in their communities. Women therefore might be afraid to discuss their HIV status with traditional birth attendants. If we are to involve traditional birth attendants in reducing perinatal transmission of HIV, they will need to be trained about protecting patient confidentiality, and communities' understanding of HIV will also need to increase.
Traditional birth attendants are usually selected for their role by their own communities, and although some report that they are well respected and appreciated by the villagers, others may feel insecure and unappreciated. Whether this feeling is something that they can influence is unclear. In some villages, all women seem to go to the traditional birth attendant when in labour, whereas in other villages some women are resistant to seeing such an attendant. Before we can use traditional birth attendants to help reduce the transmission of HIV, we need to understand better which women readily seek their care, which women avoid them, and the reasons behind these choices. Detailed exploration of the role of the traditional birth attendant using ethnographic techniques has been rare.
In Tanzania and the Gambia, when traditional birth attendants are selected for training, an understanding usually exists that the community will support them by helping with farming and by buying small items such as soap and razor blades. In fact, traditional birth attendants often complain about the lack of rewards for their work. This should be addressed, especially when they are to be given new roles or duties. In addition, the attitude of the people with whom traditional birth attendants have contact during their duties can be demoralising-professional healthcare workers may be patronising to the birth attendants or may not involve them in treating a woman they have referred to a health facility.
Most traditional birth attendants are illiterate, and this may be a major constraint in training them to provide high quality care. Studies in the Gambia found that many trained attendants carry out some activities successfully, but there are some deficiencies in the care that they provide-mainly due to their use of traditional practices or their inadequate knowledge. 3 4 Continuing education and supervision of attendants are vital and should include training about infection control. 5 Competing interests: None declared. 
A memorable teacher Care with case notes
In October 1954 I was the newly appointed registrar to Dr John Bolton, physician and geriatrician, waiting to begin my first ward round. I had, I thought, got the details of all the cases ready, but I was still nervous. Dr Bolton had not been at the interview when I was appointed, but the ward sister and the houseman assured me that he was a nice person. We began at the first patient and discussed her. I felt happy with what I had suggested. As we ended, I started to move towards the next bed. Dr Bolton, however, asked sister for the patient's notes and carefully wrote in a brief summary of what we had concluded. He smiled gently at me and said, "You see, if we don't do it now we may not remember all the details." I was slightly put out. "Talk now, write about it some time later" had been the routine at my teaching hospital and subsequently: I felt rebuked. For the next few patients I started to write what I thought was a crisp summary of our decisions. He looked at what I had written and said, again gently, "You know, if you don't put the date of when we found something, your notes may not be so helpful later. In fact, any observations, positive or negative, are only half as useful if they're not dated." This made sense, but no chief before had shown any such interest in these matters.
By the time that ward round was finished, I had learnt two more things that were important. Never start a fresh continuation sheet without putting the patient's name on it. And not just the name, the hospital number. "Pages get detached from the notes and if there's no indication of who they belong to, they're useless. A whole page of work could be wasted. Lots of patients have the same name, so the number can be an important check." I came to admire much about John Bolton. He was a careful and caring doctor, whose early death was a tragedy. He showed the same enthusiasm with his geriatric patients as with those in the general medical wards. He was the only physician I have known who set aside a period each week to be available to patients' relatives. But the teaching above all that has stayed with me was the need for care over note taking. In my time as a radiologist it was mainly applied in trying to ensure that every radiograph or scan was correctly labelled with name, hospital number, and date, not to mention right or left and time. Later, when I began to undertake interventional procedures or do scans on the wards, I began once more to write in the notes. Often mine was the first entry since the patient's admission. Sometimes I found myself writing the name and number on a new continuation sheet, thinking as I did so of John Bolton on that first round. He never formulated any rules in my hearing, but what I learnt from him was that, whatever your intrinsic habits, being a professional means being particular over things that matter, especially keeping good records.
Hugh Saxton retired radiologist, Stockbridge, Hampshire
